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INITIAL COMMENTS

This visit was for the Investigation of Complaint
number INO0086589.

Complaint number INO0086589: Substantiated,

No deficiencies related to the allegation are cited.

Survey date: March 2, 2011

Facility number: 002627
Provider number: 002627
AIM number: N/A

Survey team: Janet Adams, RN

Census bed type:
Residential: 123
Total: 123

Census payor type;
Other: 123
Total: 123

Sample: 7

Brentwood at Hobart was found to be in
compliance with 410 IAC 16.2-5 in regard to the
Investigation of Complaint number INO0O086589.

Quality review completed 3-3-11
Cathy Emswiller RN
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